Not every heading will apply in every case, but they all deserve consideration, and their omission from the protocol should be deliberate and not through neglect. It would be virtually impossible for anyone to remember so many points in systematic and logical sequence and, since many of them interrelate, it may be necessary to go through them several times in order to achieve the optimum balance. The wording of the final protocol will obviously not slavishly adhere to the headings as set out and should be as simple as possible.
We 
Isoimmunisation after narcotic addiction
Injection of small volumes of red cells is a technique used for boosting blood group antibodies in programmes designed for the production of anti-D. Gunson et all showed that high titres of anti-Rhesus antibodies could be induced in Rhesus-negative male volunteers by repeated injections of Rhesus-positive red cells. It was later shown2 that this could be accomplished by volumes as small as 0-01 ml of red cells. We report a case of the production of isoantibodies in a primigravida, which was thought to be the result of self-injection of autologous blood from a fellow drug addict.
Case report
A 20-year-old primigravida was attending another hospital antenatally. The pregnancy was uneventful until about 25 weeks' gestation (initial testing), when she was found to have atypical antibodies in high titres to the Rhesus and Kell blood group systems. She went into premature labour at 28 weeks and delivered a stillborn baby girl of 140 g at home. After a "flying squad" call for primary postpartum haemorrhage, she was transfused with one unit of uncrossmatched group 0 Rhesus-negative blood. Nevertheless, she made an uneventful recovery.
She was unmarried, and had a history of mixed addiction to lysergic acid, cannabis, heroin, morphine, cocaine, and amphetamines. Repeated careful histories were taken and she denied any previous operation, blood transfusion, or pregnancy. The only medications given during her pregnancy were topical podophyllin, oral folic acid, and oral iron. The first drugs she had used were cannabis and LSD when aged 16. She became addicted to morphine 18 months before she became pregnant, taking 50 mg of diamorphine or 30 mg of morphine twice a week. Her method of injection was to withdraw blood into the syringe until the solution took on a rosy tinge. After injecting she would flush the syringe by withdrawing about 0-25 ml of blood to reinject, so as to remove the tiniest trace of the drug. This pattern of injection is common among mainlining addicts. She had shared syringes regularly with her boyfriend and other people. She showed no evidence of opiate withdrawal symptoms while in hospital, but has done so since.
Postmortem examination of the small fetus showed no congenital abnormalities. The placenta weighed 169 g with evidence of extensive retroplacental blood clot. Histologically there were primitive villi with a moderately cellular stroma but no evidence of erythroblastic activity. Serological evaluation of the mother, fetus, and putative father is shown in the The actual father of the child was unknown. The blood infused after delivery was group 0, Rhesus-and Kell-negative.
Discussion
Our studies show that the antibodies detected in our patient could not have resulted from this pregnancy, as the fetus was Rhesus-and Kell-negative. These antibodies must have arisen after repeated injections of incompatible blood infused during the use of narcotics. While the possibility of sensitisation by one or more previous abortions cannot be absolutely disregarded, our knowledge of the patient and the very high antibody titres detected would tend to exclude this.
To our knowledge this is one of the first reported cases of Rhesus and Kell isoimmunisation arising from contaminated intravenous injections of narcotics. The reason for the premature delivery cannot be accounted for by isoimmunisation and the aetiology of this is at present unknown.
We thank Mr R H T Ward for permission to report this case, and Dr A Taghizadeh for pathological examination of the fetus.
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Fulminating haemorrhagic influenza
We describe here a case of fulminating influenza, which was not recognised as such until after the patient had died.
Case report
A 43-year-old Chinese man had lived in England for 16 years. After five days of malaise and sore throat he developed a fever, cough with clear sputum, and exertional dyspnoea and noticed a rash on his lower limbs. There was no relevant medical history. He had not recently travelled abroad.
On admission he was conscious, alert and orientated, flushed (temperature 40 C), tachypnoeic, but not cyanosed. There were no stigmata of liver disease or palpable lymph nodes. Petechial haemorrhages were visible on the hard palate and purpuric lesions on the legs and abdomen. He had sinus tachycardia (120 beats/min) and a blood pressure of 120/75 mm Hg. Coarse rales were audible at the left base. Abdominal examination showed nothing abnormal. There was slight neck stiffness but Kernig's sign was negative. There were no focal neurological signs. Fundoscopy showed nothing abnormal. The haemoglobin was 14 9 g/dl and white cell count 11 9 x 109/1: 
Comment
The correct diagnosis was not made before death. We thought the patient had either a fulminating septicaemia, probably meningococcal, or haemorrhagic smallpox. Nevertheless, the history and clinical course of this patient, with death rapidly after the development of cyanosis, was similar to the descriptions of fulminating influenza that occurred during the 1918 pandemic.1-3 Although rashes were described, purpura was uncommon'3 4and haemorrhagic rashes were exceedingly rare. Indeed French3 saw only two cases, both fatal, with haemorrhagic skin lesions but these were confined to the legs.
The cause of the extensive haemorrhagic rash is uncertain. The patient was HBsAg-positive but there were no clinical signs of liver disease and the prothrombin time was normal. When the ecchymoses developed there was no evidence of disseminated intravascular coagulation, although this may have occurred terminally. The skin lesions may therefore have resulted from the effects of the influenza virus on platelet survival and capillary integrity. I Rolleston, J, Medical Annual, p 202, Bristol, Wright, 1919 . 2Hammond, J, Lancet, 1917 , 2, 41. 3French, H, Ministry of Health Report, No. 4 Chapter 3, 1920 . 4Cole, C, British Medical Journal, 1918 (Accepted 27 January 1977)
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